EBF reduces the risk of gastrointestinal diseases and acute respiratory infections, which are some of the leading causes of death among young children. 2, 3 Long-term benefits of EBF include better school performance, productivity, and intellectual and social development. High-income countries have shorter breastfeeding durations than low-and middle-income countries. However, even in low-and middle-income countries, only 37% of infants <6 months of age are exclusively breastfed. 2 In Southeast Asia, rates of EBF from 0 to 6 months range from 15.1% to 17.0% in Vietnam and Thailand, respectively, to 73.5% in Cambodia, 4 typically with smaller, lower-income countries having a higher prevalence of EBF. 5 In Bangladesh, rates of EBF were estimated at 59.4% in 2014. 6 While most infants in Southeast Asia do receive breast milk to some extent during the first 6 months, with rates ranging from 88.5% in Indonesia and 97.5% in Timor-Leste to 61% in Thailand, 4 not all infants who receive breast milk are exclusively breastfed. Although rates of EBF in this region are increasing, there is still a large proportion of infants not meeting the World Health Organization (WHO) recommendations for breastfeeding. 4 In an attempt to understand why the rates of EBF are suboptimal in Southeast Asia, several studies have investigated different barriers that could impact the willingness or ability of mothers to exclusively breastfeed their children. Cultural practices such as feeding children additional foods and liquids, including honey, sugar water or mustard oil, immediately after birth were identified as contributing to lower rates of EBF. 7 Furthermore, many mothers are working due to financial constraints on their families. Unfavourable work environments that either prohibit breastfeeding or prohibit mothers from leaving work to breastfeed contribute to lower rates of EBF. Evidence indicates that women who are of lower socioeconomic status and unemployed are more likely to exclusively breastfeed because they do not encounter workplace and employment restrictions. 8 This also contributes to the fact that lowerincome countries, where greater proportions of women do not enter the formal workforce, typically have higher rates of EBF. 4 In a comparative study of working and non-working mothers in Bangladesh, Hassan et al. 9 found that 78% of working mothers continued EBF up to 3 months and 21% at 6 months. Among non-working mothers, 66% continued EBF at 3 months and 45% at 6 months, suggesting that during the first few months of maternity leave, working mothers are able to breastfeed but have more difficulty doing so after returning to work 3-4 months postpartum. Other studies throughout Southeast Asia have supported this as well. In Vietnam, Indonesia, Cambodia, the Philippines and Timor-Leste, higher levels of education, as well as maternal age, were predictors of not exclusively breastfeeding. 10 Inadequate knowledge of appropriate breastfeeding practices and poor understanding of what EBF entails (e.g. no extra water) have also been cited as reasons for poor rates of EBF. 9, 11 A study in Nepal evaluating a breastfeeding promotion programme showed that only 35% of women received 100% of the breastfeeding promotional material (e.g. the importance of breastfeeding on demand and not to provide pacifiers or teats). Receiving more types of breastfeeding promotional material and information and from multiple different channels was associated with a decreased risk of early cessation of breastfeeding. 12 Additionally, knowledge of the benefits of breastfeeding and advice from home health professionals significantly influence women's decisions to breastfeed and should be taken into consideration to better tailor breastfeeding promotion. 13 For instance, in northern India, Mahmood et al. 14 found that 47% of the women interviewed were not aware of the lifesaving benefits of EBF and, as a result, began introducing complementary foods before 6 months of age. Inadequate postnatal care has shown associations with non-EBF as well. 10 At the health policy level, a lack of comprehensive breastfeeding promotion programmes and inadequate maternity leave also contribute to suboptimal rates of EBF. 4 In Vietnam and Bangladesh comprehensive breastfeeding promotion strategies led to rapid largescale increases in breastfeeding. 15 There have been many initiatives to improve EBF and other infant and young child feeding practices in Bangladesh, including the Baby Friendly Hospital Initiative, 16 Women 12-49 y of age were eligible to answer questionnaires on reproductive history, infant and young child feeding practices, antenatal care and fertility preferences, among others. Background information was also collected for each participant (e.g. age, education, place of residence and wealth).
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Exclusive breastfeeding A variable measuring EBF was computed in two stages. First, mothers reported whether their infant was breastfed (yes/no). Second, mothers reported whether they gave their child food from the following categories: other liquids (e.g. juice, water, formula), grains, legumes, dairy, meat, fruits, vegetables and sweets. A binary variable was created that delineated whether a mother gave any of the aforementioned complementary foods or not. The EBF variable was subsequently computed by combining mothers' reported breastfeeding and complementary feeding; mothers who exclusively breastfed were coded as 1, while mothers who did not breastfeed and mothers who breastfed but also gave complementary foods were coded as 0.
Predictors

Household factors
The family wealth index and region of residence were examined in relation to EBF. The family wealth index is a scale variable computed by the DHS programme based on household location, S. R. Blackstone and T. Sanghvi income and amenities. The index is divided into five quintiles. For this study we combined the two lowest and the two highest wealth quintiles due to limited observations, for a total of three categories: lowest wealth index, middle wealth index and highest wealth index. The region of residence was examined by dummy coding each of the seven political districts of Bangladesh. For each year, the reference category was the region with the highest prevalence of EBF.
Antenatal care and delivery
Two indicators were used as proxies of antenatal and delivery practices. Women were asked how many antenatal visits they attended during their pregnancy, which was treated as a continuous predictor variable. Women were also asked where delivery took place for their last birth (e.g. home, hospital, birthing centre, etc.). This was recoded as a binary variable: delivered in a health facility (including hospitals, birthing centres, health clinics, etc.) or delivered at home. Women reported the type of health care provider they saw for both antenatal care and delivery. These two separate variables were recoded as binary variables: antenatal care and delivery, respectively, given by a skilled health care provider (physician, nurse or midwife) or not.
Women's status
Education, exposure to information, employment and decision making were assessed as predictors of EBF. Education was measured by the highest level of education the women had received (no education, primary, secondary, tertiary or higher). Because of limited observations in the tertiary category, we combined secondary and tertiary education for a total of three education categories. Exposure to newspapers, television and radio were proxies for exposure to information. Women reported the frequency of being exposed to newspapers, television and radio. These were recorded indicating exposure once a week or more or less than once a week for each variable. A binary variable measuring employment was developed (0=not employed in the last 12 months; 1=employed in the last 12 months). Due to the limited number of respondents who worked in the last 12 months, any type of employment (e.g. part time, seasonal or full time) was considered employed for the purposes of the variable. Finally, a decision-making scale was created based on women's involvement in decisions regarding health care, household purchases, visiting family and friends and who spends the respondent's earnings. This scale ranged from 0 to 4 based on the number of decisions in which respondents were involved.
Statistical analysis
Descriptive statistics
Prevalence of EBF was compared for each year overall, as well as for each age group (1 month, 2 months, etc.). t-tests were used to compare EBF between 2007 and 2011, 2007 and 2014, and 2011 and 2014, as well as EBF in each age group over the three time points.
Bivariate analyses
Bivariate analyses were conducted to examine relationships between the aforementioned variables and EBF in 2007, 2011 and 2014. Variables that were significant in bivariate analyses were included in the final logistic regression models. After significant bivariate associations were identified, the researchers compared the variables between 2007, 2011 and 2014 to examine whether the distribution of these variables differed significantly in the three samples. The final predictors chosen based on bivariate results were education, decision making, place of delivery and region. In comparing the final predictors across the three time points, we found that education in
Multivariable analysis
Data were weighted using the svy set command in STATA (StataCorp, College Station, TX, USA) to estimate the prevalence and confidence intervals accounting for cluster sampling design. Multilevel binary logistic regression accounting for the region of residence was used to determine factors associated with EBF in 2007, 2011 and 2014. Multilevel models allow for control of random effects between different clusters of participants, which is why it was chosen for this analysis. Additionally, the age and gender of the child were controlled as confounders. We individually examined each model and computed to assess the adjusted risk of independent variables. Statistical significance was determined as p-values <0.05. The researchers examined significant factors in 2007, 2011 and 2014 to understand which variables may have contributed to a change in EBF between the three time points. All analyses were conducted with STATA 14. Table 1 for the prevalence of EBF by infant age in months for each respective year. Significant increases were seen between 2007 and 2011 among infants 0 (t=2.73, p<0.01), 1 (t=2.63, p<0.01) and 4 (t=2.26, p<0.05) months old and a significant decrease in EBF among 3-montholds (t=3.2, p<0.01). Between 2011 and 2014 there was a significant increase in EBF among 3-month-olds (t=2.04, p<0.05). See Table 2 for sample demographics.
Results
Descriptive statistics
In 2007 among children 0-5 months of age, significant predictors of EBF were the age of the child (β=−0.498, p<0.001); older children were less likely to be exclusively breastfed. Delivery in a health facility was moderately associated with EBF (β=0.554, International Health p=0.05). In 2011, the age of the child was significantly associated with EBF, with older children having lower odds of EBF (β=−0.568, p<0.001). Finally, in 2014, involvement in decision making was positively associated with EBF (β=0.198, p<0.01). See Table 3 .
Because the greatest changes in EBF over the three time points were seen in the 3-to 5-month age group, we also examined predictors of EBF specifically among infants ages 3-5 months. In 2007, 2011 and 2014, the age of the child was associated with EBF; older children were less likely to be exclusively breastfed. In 2007, delivery in a health facility was positively associated with EBF (β=0.1.89, p<0.01). In 2014, decision making was positively associated with EBF (β=0.272, p<0.01). See Table 4 .
Discussion
Early childhood nutrition is essential for the immediate and longterm health of children, and EBF has proven benefits in the first year of life.
2 EBF needs to be practised for 6 months to obtain the benefits of lowering childhood death rates and preventing chronic and infectious diseases. 21 Because of the benefits of EBF, the WHO has recommended that all children be exclusively breastfed for the first 6 months of life and then continue to be breastfed until 23 months. In this study, the prevalence of EBF in infants 0-5 months of age in 2007, 2011 and 2014 was 42.5, 65 and 59.4%, respectively, which is significantly lower than the WHO/United Nations Children's Fund recommended level of universal EBF. [22] [23] [24] Additionally, the national levels of EBF were much lower in 2014 than the prevalence of EBF in areas in which Alive & Thrive was implemented. 19 Understanding the factors associated with declines in EBF in the first 6 months can provide useful information as programmes such as Alive & Thrive continue to expand, identifying specific factors to focus on or subgroups in the population most at risk for suboptimal EBF.
In 2007 there was a moderately significant association between the place of delivery and EBF among infants 3-5 months of age. This complements evidence of the association between receiving breastfeeding promotional materials and EBF. [25] [26] [27] In Bangladesh, as part of the Baby Friendly Hospital Initiative (BFHI), women who delivered in health care facilities received breastfeeding education and promotional materials and were more likely to engage in EBF. However, we did not find this in the 2011 Bangladesh DHS, perhaps because of less exposure to education and promotional materials. In 2014, among infants 3-5 months of age, delivery in a health facility was negatively associated with EBF, although not statistically significant. In Nepal, where BFHI did not achieve high coverage, this trend was seen as well; women who delivered at home were more likely to exclusively breastfeed than mothers delivering in a health facility. 28 Other reasons for this include that women who are poorer are more likely to deliver at home and may not have funds for infant formula or other supplements, and thus are more likely to exclusively breastfeed. 
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Participation in decision making was associated with EBF in the 2014 Bangladesh DHS overall and among infants 3-5 months of age; decision making has been noted as one of the important aspects of women's empowerment, 29 defined as 'the expansion of people's ability to make strategic life choices in a context where this ability was previously denied to them', 29 and women's ability to influence decision making in social, economic, familial and legal dimensions. 30 Previous studies have shown that different dimensions of women's empowerment, such as decision making, land ownership, education and employment, are associated with better child feeding practices and child nutrition, as well as expenditures on children's needs and education. [31] [32] [33] Thus, significant predictors of EBF shifted from delivery-related factors in 2007 to empowerment-related aspects in 2011 and 2014. Women's empowerment is generally linked with improved health outcomes worldwide, including contraceptive use, 34 antenatal care, use of skilled delivery attendants and post-natal care. [35] [36] [37] The hypothesized reason for this is that women who are more empowered typically have better education opportunities, more access to health information and a greater ability to interpret and act on health information. 38 With regard to EBF, empowered women are hypothesized to have better access to health care, better understanding of the benefits of EBF and more autonomy in making health care decisions. Decision making, an important aspect of women's empowerment, 37 was significant in 2014, suggesting that similar mechanisms may be driving the relationship between decision making and EBF in Bangladesh.
Indeed, women's empowerment has more recently been noted in other studies as an important factor for promoting EBF. For instance, Kupratakul et al. 39 investigated the impact of knowledge-sharing practices with empowerment strategies on breastfeeding for 6 months post-partum. Women in the intervention group received education and empowerment strategies to increase their autonomy, while women in the control group received only education on breastfeeding techniques. The authors found that women receiving education on empowerment strategies were significantly more likely to exclusively breastfeed at all follow-up points, including 5 and 6 months. Because of the significance of aspects of women's empowerment in this study and others for EBF, future programmes aimed at increasing the prevalence and duration of EBF may begin to incorporate strategies to increase women's empowerment.
Concerning the decrease in EBF between 2011 and 2014, while we cannot say definitively the reason for this decline, it is possible that this had to do with the increased employment rate in 2014 compared with 2011. Although employment was not significant in the final regression models, it was significantly different at the three time points. Employment was significantly greater in 2007 than 2011 and significantly greater in 2014 than 2011. Thus one reason for the changes in EBF trends between these time points could be employment in new mothers. Typically, mothers who are employed are less likely to exclusively breastfeed because they face workplace restrictions that limit the amount of time they are able to breastfeed. 25, 40 Because maternal employment was higher This is contradictory to studies demonstrating that employment is significantly linked with EBF. 4, 24 One of the reasons for this could be that the sample of employed women was relatively small and thus the analysis may not have had sufficient statistical power to yield significant results. Regardless, employment is associated with other aspects of women's empowerment, such as education and decision making, and increases in employment opportunities actually have been shown to have a positive effect on women's decision making in the household. 41 Thus employment in addition to several other constructs related to women's empowerment may be contributing to changes in EBF over time. If maternal employment indeed is in part responsible for the decrease in EBF between 2011 and 2014, working with employers to provide more opportunities for working mothers to breastfeed may be critical moving forward. It is important to note that these conclusions about maternal employment are beyond the scope of this study and something that other studies can consider. In investigating this, it is necessary to do studies with a more even distribution of employment in the sample to enable adequate statistical power.
There are several limitations to this study. First, the crosssectional nature of the study prevents us from making any causal inferences. Additionally, all data collected were based on interviews and it is possible that recall bias and/or social desirability bias influenced responses. Another limitation is the use of 24-h recall information, which tends to overestimate the prevalence of EBF. 42 Despite these limitations, this study did utilize data from a nationally representative source, promoting generalizability of the results. Additionally, we examined changes in determinants of EBF between 2007, 2011 and 2014, a time period in which EBF increased significantly and sharply decreased. Furthermore, we specifically investigated determinants in the 3-to 5-month age group, which showed the greatest changes in EBF over time.
These results have implications for intervention development, by highlighting key determinants that could be relevant for increasing EBF among children 0-5 months of age and can inform future recommendations. Future programmes should focus on promoting women's empowerment to increase decision making and autonomy, as well as possibly targeting places of employment to offer ways for women to breastfeed after they have returned to work. Incorporating policy changes to encourage breastfeeding-friendly workplaces could impact this. There are several studies that indicate that a mother's work environment has a strong impact on her decision to continue breastfeeding. 43, 44 Work-based lactation support programmes enhance a woman's ability to adhere to EBF [45] [46] [47] [48] and is perceived favourably by women. 49 Additionally, interventions utilizing empowerment strategies and focusing on ante-and post-natal knowledge-sharing 
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